Abstract
Introduction described barriers to employment in BPD do not directly provide strategies to improve practice. Therefore, the main objective of this qualitative study is to explore the barriers and facilitators of gaining and maintaining employment in BPD in patients, mental health practitioners (MHPs) and insurance physicians (IPs). Qualitatively exploring these factors provides the opportunity to reveal unexpected themes. Subsequently, these factors will be examined in order to assess the needs for vocational rehabilitation strategies (like Individual Placement and Support, IPS) and ultimately increase employment rates in individuals with BPD.
Methods

Design
A qualitative explorative study using semi-structured interviews in patients and focus groups in MHPs and IPs was performed to collect rich and in-depth data on barriers and facilitators to employment in BPD.
Context
In the Netherlands mental health and vocational rehabilitation are separate services. Although the current dominating vocational rehabilitation method for patients with severe mental illness is IPS, other patient groups typically receive stepwise vocational trajectories, putting more emphasis on assessments of individual competencies and connecting prevocational activities [42] .
Most BPD patients that receive (psychotherapeutic) treatment are treated in outpatient clinics. Additionally, patients with BPD can be treated in the multidisciplinary setting of acute mental health (aimed at short-term care instead of cure) or so-called Flexible Assertive Community Treatment (FACT) (providing extensive care through a combination of individual case management and home visits) [43] .
Sample and data collection procedures
Patients with BPD. Patients were recruited from an outpatient clinic for personality disorders of a mental health care institution in an urban area of the Netherlands, serving over 200 patients. In order to be eligible for participation, individuals had to be primarily diagnosed with BPD and fluent in Dutch. Participants were invited by an invitation letter from their practitioner explaining the aims of the study. If individuals met inclusion criteria and were willing to participate, they were contacted by the researcher (TJ). The researcher explained the objectives of the study and scheduled an interview. Between March and July 2017, 16 individuals agreed to participate in the study. Interviews were conducted at a time and location convenient for the participants and generally took place at the outpatient clinic within three weeks following participant inclusion. Before the start of the interview, written informed consent was obtained. In this consent, participants also authorized the authors to use clinical characteristics from the DSM diagnoses, predominantly based on SCID interviews. The recruitment of new participants stopped when no new themes emerged from the interviews [44] . After approximately 12 interviews no new themes occurred, three more interviews were conducted to ensure saturation. One interview could not be scheduled within the timeframe of data collection, resulting in a total sample size of 15 semi-structured interviews in patients with BPD.
The topic list was designed with the research group using topics from previous studies in employment and mental health in general [32, 45, 46] . The following topics were discussed: experiences with employment, barriers and facilitators to employment, stigma and disclosure of BPD (see S1 File). The interviews were held with this topic list. During the interviews with patients and in both focus groups we consistently aimed to distinguish the barriers and facilitators originating from BPD from those originating from possible comorbid disorders. The interviews were held by the first author (TJ), female, trained in qualitative research methods. All interviews were audiotaped and transcribed verbatim. The interviews lasted on average 1 hour (range 30-105 minutes). Field notes and memos were made for analyzing purposes during and after the interviews. For this manuscript, a native English speaker translated the citations from Dutch.
Mental health care professionals and insurance physicians. To be eligible, both professional groups had to have experience in working with patients with BPD for at least 6 months. For the focus group with MHPs, one member of the research team (HvM), psychiatrist, informed and invited other practitioners from the outpatient clinic. The invitation for participation in the focus group was initially send out to all practitioners working at the outpatient clinic for the specialized treatment of patients with personality disorders consisting of 63 individuals. After obtaining a low response rate, 25 practitioners were approached by email again, but 18 declined due to conflicting appointments or holidays. Seven MHPs were willing to participate in the focus group interview at May 18 th 2017 lasting 100 minutes. However, MHPs (and IPs) were asked about their experiences with patients with BPD in general (and thus data was not analyzed as specific patient-professional dyads).
For the focus group with IPs, a member of the research team (JA), insurance physician, invited twelve IPs from a bimonthly meeting at the SSA. Half of the group declined due to conflicting appointments or maternity leave, however six IPs were able to participate in the focus group interview on June 8 th 2017 lasting 95 minutes. Participants were all employed at the SSA, working at different offices in urban areas in the Netherlands. IPs were asked to share their experiences with patients that had a recorded BPD diagnosis by a qualified mental health professional. At the start of the focus group each participant was asked to write down one word they associated with employment in individuals with BPD on a memo to provoke conversation about (different) perspectives. The memos were pasted on a whiteboard and each participant was invited to explain their word. Furthermore, each theme from the topic list was introduced with a statement. The discussion allowed for further exploration of how the different barriers and facilitators interacted. Subsequently, participants were invited to share possible solutions to improve employment in BPD. Both focus group interviews were moderated by BS and assisted by TJ and held at the workplace of the participants. All interviews were audiotaped and transcribed verbatim. Field notes and memos were made analyzing purposes during and after the interviews.
Analysis. A thematic content analysis approach was used [44] . The transcripts were summarized by the first author (TJ), and provided to all participants for member checking [44] ; no requests for changes occurred. Atlas.ti software (version 6) was used to facilitate data management and analysis. TJ thoroughly started reading all transcripts. The analyses started with independent coding of five information rich transcripts by TJ and MV. From this, a preliminary codebook was established by TJ and MV based on consensus by discussion. Two semistructured interviews, the summaries of the focus groups, and the codebook were discussed with BS and MW. The data was studied case-by-case by reading and re-reading the transcripts, memos and field notes and discussing the codes and themes derived up until agreement. By analyzing the data in comparison to the other transcripts, codes were sorted and merged, and themes were created together with MV and BS. The themes were reviewed, focusing on understanding the collected data and reassuring that the data still corresponded to the themes assigned. Finally, the findings were critically discussed with all authors.
Ethical considerations. The science committee of GGZ inGeest (CWO) approved the study and the Medical Ethics Committee of the VU University Medical Center (METC) declared that the study does not fall within the scope of the Medical Research Involving Human Subject Act (2017.092). All procedures performed in this study were in accordance with the ethical standards of this institutional research committee and following the principles of the Helsinki declaration. Written informed consent was provided by all patients with BPD.
Results
Participating patients with BPD represented a heterogeneous group with respect to employment, varying from recent or long-term employment or unemployment to having multiple jobs in their employment history, see Table 1 . The type of employment was also diverse (S1 Table) .
Participating professionals differed in age, years of experience in working with patients with BPD, discipline (in the MHP group), and sex (primarily in the IP group), see Table 2 .
Several themes emerged from the data as barriers and facilitators to employment. The overarching themes were classified into: characteristics of BPD, stigma and support to employment. Most barriers and facilitators were interchangeably connected as the identified barriers and facilitators related to similar features, see Table 3 . No participants were currently enrolled in a vocational rehabilitation program, however few participants had previously received general vocational rehabilitation services. Nonetheless, no participant had experience with IPS. Bipolar disorder 1
Dissociative disorder 1
AD/HD 1 (7) Support to employment in the following text refers to all previous vocational rehabilitation services provided to patients in this study.
A. Characteristics of BPD
Barriers according to patients with BPD. All patients related their problems with gaining and maintaining employment primarily to symptoms of BPD. How patients coped with their symptoms in relation to employment varied widely. Overall, they described having a low self-image that hindered employment for instance through a fear of making mistakes as exemplified by participant 14 substance use disorders was frequent. This, in combination with their feelings and behavior, was described as an interchangeable process of increased loss of structure and overview, also noticeable in work as described by According to IPs, mood swings and impulsive behavior in BPD were due to a lack of selfreflection. This contrasts with the descriptions provided by patients and MHPs, they stated that mood swings and impulsive behavior were caused by low self-image. Furthermore, black and white thinking and externalization impeded gaining and maintaining employment according to MHPs and IPs. This is because externalization caused difficulty in evaluating previous (conflictual) situations and mitigated self-awareness in individuals with BPD. Furthermore, IPs noted that patients with BPD typically pursue jobs that trigger symptoms of BPD, and IPs therefore declared these jobs as unsuitable. For example, patients with BPD often wanted to work with vulnerable people. Eventually, this compassion for others often turned into a barrier due to a lack of posing personal boundaries and becoming overly involved until they call in sick or act impulsively.
Proposed facilitating characteristics in relation to barriers according to all participants. The following characteristics in patients with BPD were described as facilitators to employment: working hard, being entrepreneurial, ambitious and passionate, and having various interests. MHPs described that patients with BPD, despite the association with dysfunctional interpersonal skills, are emphatic and sensitive to others. However, all groups came to realize that these facilitating characteristics could easily change into barriers. An MHP noted: "Often, at least at the beginning, they [ MHPs emphasized that treatment is furthermore needed to increase self-image and self-awareness and improve sensing and posing personal boundaries. Treatment also contributed to diminish the stress experienced from problems in various life domains by helping to increase overview and structure. According to all participants diminishing impeding BPD characteristics was necessary before return to employment, however IPs were unfamiliar with treatment prospects in BPD.
B. Stigma
Barriers according to patients with BPD. Some patients with BPD gave examples of being fired due to (involuntary) disclosure of their diagnosis. However, two participants had good experiences with disclosure. All, except these two participants, would not disclose their diagnosis in the future because they believed BPD is being stigmatized. They felt that disclosure would abate their chances to gain employment, or expressed not to know how to disclose their diagnosis in a constructive manner. These patients felt that it would be better to either describe mere BPD symptoms or disclose any other diagnosis because of the stigma surrounding BPD, as exemplified by participant 12: "
I had to fill out a form about mental illness. I am open about that, although I didn't use the term borderline. Instead I stated that I am suffering from a depression, because there is a lot of overlap between the two disorders and I think the term borderline has too much negative connotations".
Barriers according to mental health practitioners and insurance physicians. MHPs described how the name BPD and the corresponding stigma resulted in anticipated stigma in patients with BPD. More specifically, MHPs explained how the 'label' BPD confirmed the low self-image already present in patients with BPD. Simultaneously, during the focus group MHPs realized they were stigmatizing themselves and tended to think that patients with BPD would not recover from their disorder. IPs also noted having little hope about the capabilities of patients with BPD in relation to employment, one Proposed facilitators to target stigma according to all participants. MHPs specifically mentioned it was essential to 'relabel' BPD in order to target stigma. This positive 'relabeling' should be done through mental health care and anti-stigma programs. This relabeling should include 1) renaming BPD, for instance in emotion regulation disorder (as preferred by both patients and MHPs), 2) promoting the positive features of patients with BPD in relation to employment in the public (for instance in the form of a campaign as has been previously done for autism spectrum and depressive disorders), and by educating the general public about BPD as exemplified by an MHP: "Psychoeducation is needed to lessen the stigma surrounding BPD. For instance, it is important to communicate that there are multiple evidence-based treatments available for BPD". Moreover, both MHPs and IPs suggested to develop a 'manual' for employers, co-workers and patients with BPD themselves in which both symptoms of BPD are described and how to cope with these symptoms.
C. Support to employment
Barriers in support to employment according to patients with BPD. With regard to reintegration services, some patients with BPD expressed feeling being set aside, as exemplified by participant 9: "I had the idea that the vocational rehabilitation service from the SSA just stopped calling me. Probably because they gave up on me and thought I would not recover". Although some IPs allowed patients with BPD to undergo treatment before restarting work, there were also patients who felt pressured by IPs to return to employment as soon as possible regardless of their mental health as exemplified by participant 10: "They just follow the protocol and try to reach their targets. They're insensitive to your arguments. They 
just wait and see how you respond. I think that is the idea because I provided the IP with contact information of my clinicians and my entire treatment history, but he just didn't hear it. Up to the point that I became emotional and asked: 'Do you get it?'. And he just replied 'Yes, I know what you're after', in other words 'I know that you want to continue receiving sickness benefits'. Then I think by myself 'You really do not take the effort to understand".
Barriers in support to employment according to mental health practitioners and insurance physicians. MHPs acknowledged there was little attention for employment in most treatment programs. Initiatives for support to employment often came from patients with BPD themselves, that were subsequently referred to the departments' occupational therapist. There was however, one treatment program that devoted sessions to post-treatment employment.
IPs acknowledged having a lack of knowledge in treatment prospects for BPD. Also, IPs noted that collaboration between mental health and vocational rehabilitation services was lacking. One IP however (from another region), stated that their office had a fruitful collaboration with mental health institutions marked by frequent counselling and educating each other. IPs addressed that it was difficult to assess working capability for someone with BPD because based on the criteria of disability insurance, patients with BPD are mainly assessed as eligible for (certain types of) employment. However, IPs simultaneously realized that in order to increase sustainable employment it might be necessary to reduce BPD symptoms first.
Furthermore, an MHP stated that the SSA treats patients with BPD differently than patients with other mental disorders: "
I have multiple examples of insurance physicians who state that a personality disorder is not a medical condition [and for that reason do not advice sickness or social security benefits], while a depressive disorder is".
Proposed facilitators necessary to improve (support to) employment in BPD according to all participants. All participants acknowledged the importance of employment. Furthermore, all patients with BPD wanted to be employed and expressed hope in achieving this goal, although two patients realized return to competitive employment was no longer feasible for them (one was found to be incapacitated for work according to the Work Capacity Act (WAO)). Another participant described many previous situations in which she felt mistreated by 'the system', therefore she no longer wanted to work for that 'system' and only wanted to perform undeclared work. Furthermore, patients with BPD described that they often felt misunderstood outside the mental health care system. Therefore, they would rather start exploring ways to (re-)start employment during the course of their treatment. Furthermore, this exploration preferably took place with one designated person to discuss potential difficulties and support in gaining and maintaining employment and to whom they could potentially return.
All groups expressed that collaboration between mental health services and vocational rehabilitation should be improved to enhance (support to) employment in patients with BPD. Most patients described that in previous working experiences a working environment in which they felt comfortable and accepted was the most important aspect. Some patients described how work distracted them from symptoms of BPD such as mood swings and negative thoughts. Two patients with BPD referred to the need of feeling comfortable within their working environment and of being personally responsible for clearly defined tasks, as described by 
Discussion
In the present study, barriers and facilitators to employment in BPD were studied by interviewing patients, mental health practitioners, and insurance physicians. We found that the identified barriers and facilitators related to three overall themes: characteristics of BPD, stigma and support to employment. Generally barriers and facilitators corresponded to identical features, revealing an interactive process within each theme. The suggested facilitators provided key elements of targeting the identified barriers. Overall, more barriers than facilitators were mentioned by all groups, especially when BPD symptoms were not treated. Also identified barriers were mostly related to maintaining employment and less to gaining employment, which seems different than for other severe mental disorders.
Characteristics of BPD
According to all participants barriers mainly related to symptoms of BPD. This finding is consistent with literature proposing a link between the core symptoms of BPD (mood swings and problems in interpersonal relationships and self-image) and multiple areas of impaired functioning [1, 6, 47] . Although patients with BPD stated to have the ability and wish to work with others, they simultaneously felt misunderstood and reported low self-image and difficulties in posing personal boundaries. This corresponds to previous findings showing that although patients with BPD accurately sensed and connected to the emotions of others, their understanding and contextualizing of emotions and thoughts of others was impaired compared to healthy controls [48, 49] . Furthermore, patients with BPD explained how multiple problems from different domains of life further aggravated their sense of loss of overview, also affecting their job. Previous studies showing a chronic state of heightened affect in patients with BPD [50] could explain this vicious circle of additional problems typical in BPD. We additionally noted that, in contrast to other severe mental disorders, where a lack of motivation or work experience mainly hindered gaining employment [24, 32] , BPD patients in our study experienced difficulty in maintaining employment and adequately regulating emotions at work.
The participants in the present study explained that treatment is needed to diminish symptoms and thereby increase functioning. In turn, being employed was found to naturally diminish BPD symptoms [7] and increase self-reflection [13] . According to MHPs and IPs, externalization and overestimation of patients with BPD resulted in pursuing unsuitable jobs. Due to a difficulty in regulating emotions, patients with BPD were often overwhelmed by their emotions and consequently had lessened understanding of their behavior resulting from these emotions. This low self-awareness, self-reflection, and self-directedness in BPD were previously described as being the cause of externalization and overestimation in BPD [51, 52] . Furthermore, patients with BPD are more likely to report on problems as caused by others [36] . However, Horn and colleagues [53] argue that externalization in patients with BPD should be used to move away from "hopelessness" and the "personality disorder" label. Acknowledging externalization and simultaneously challenging thoughts and feelings of rejection can be used to find ways for patient and practitioner to break out of a vicious cycle of detrimental interplay. To some extent this was also found in the present study, as IPs observed a different attitude in patients with BPD when following patients' job wishes. However, this did not always lead to successful placements.
Stigma
In line with previous literature, patients with BPD felt great antipathy towards the "borderline" label although they appreciated receiving support and therapy based on their diagnosis [53, 54] . In addition, MHPs and IPs realized being biased themselves about the capabilities of patients with BPD to work. Previous studies showed that negative attitudes of professionals towards the capacity to gain employment impeded gaining and maintaining employment in patients with mental illnesses [55, 56] . This may also hold for patients with BPD.
Furthermore, Bungert and colleagues [57] previously suggested that the negative attitudes of professionals could increase feelings of rejection and abandonment in patients with BPD. Simultaneously, both MHPs and IPs realized being at risk of inducing anticipated stigma in patients with BPD by having little hope for improvement in functioning. This anticipated stigma from professionals was previously argued to impede gaining employment [45] . Both patients with BPD and MHPs suggested that BPD should be renamed 'emotion regulation disorder' in an attempt to facilitate disclosure of the diagnosis to employers and coworkers. Simultaneously, disclosure could serve as a means to communicate needs and adjust working conditions accordingly, ultimately increasing sustainable employment and targeting stigma [58] [59] [60] . Among patients however, fear of stigma and discrimination was an important reason for non-disclosure. Goldberg and colleagues [61] demonstrated that the choice of disclosure was related to the individuals' phase of recovery, suggesting that those 'further' in the recovery process were better able to manage their symptoms and skills. This was confirmed by the patients from the present that already received treatment for some time. Furthermore, professionals explained that an increase of self-reflection (through treatment) was needed to increase sustainable employment. In addition to previous studies on barriers and facilitators to employment in mental health disorders, the present study suggested useful strategies for practice, such as developing a manual to manage disclosure and promoting the positive features of BPD in the public domain to target stigma.
Support to employment
An important facilitator identified in our study was that most patients with BPD wanted to be employed (in the future) and expressed hope of achieving this goal. This is essential since the motivation to be employed is found to be a predictor of sustainable employment in individuals with mental illness (next to job match, support and self-confidence) [32, 62] . IPs acknowledged the importance of motivation for employment, yet generally perceived the desired job of patients with BPD as unsuitable. However, matching job wishes and following patient preferences are key elements of supported employment and important facilitators for sustainable employment [32, 62, 63] .
The need to increase collaboration between mental health and vocational rehabilitation services was endorsed by all participants. Patients with BPD found support to employment strategies fragmented and not fitting their needs. Previous studies addressed this lack of support and insufficient collaboration between mental health services and SSA in individuals with diverse mental health problems [25] [26] [27] 64] . In line with our findings, these studies showed that a lack of collaboration between services together with having problems in different domains of life, next to mental health problems, affected return to employment. They stated that more support is needed in addressing these problems in order to sustainably return to work. In addition to this literature the present study demonstrates that the sometimes diverging perspectives of patients and professionals requires a better understanding of BPD to better match adequate support.
Integrating vocational rehabilitation services within mental health care following patient preferences and providing long-term support are key principles of the evidence-based supported employment method IPS [65] . This method, originally developed for patients with severe mental illness, centers on the principle of direct employment without preceding training, while focusing on participants' preferences and the assumption that everyone with a wish to gain employment should have the opportunity to find regular paid employment [66] [67] [68] . Given the identified barriers in this study, IPS thus seems to be a particularly suitable method of supported employment in BPD. Currently in the Netherlands however, although all individuals regardless of type of mental disorder are eligible for vocational rehabilitation, IPS is only available for patients in FACT care. This means that patients in specialized treatment programs for BPD currently have no access to IPS. Importantly, IPS has recently also been shown to be effective in other populations than in patients with severe mental illness, such as patients with post-traumatic stress disorder, common mental disorders and substance use disorders [69] . Bond and colleagues (2019) suggest that modifications in the IPS program might be needed in these patient groups as they are often heterogeneous and in need of an individualized approach, which is in line with the pragmatic principles of IPS not being specific to any impairment or condition. This may also hold for IPS in patients with BPD as they often have heterogeneous symptoms, significant comorbidity and outspoken wishes for employment, which are, according to professionals, not always easy to match.
Strengths and limitations
To the best of our knowledge this is the first study qualitatively examining barriers and facilitators to employment in BPD among patients, MHPs and IPs. Strengths of the current study include: 1) the triangulation of perspectives from patients, MHPs and IPs as assessed with both in-depth individual interviews and focus group interviews, 2) the comparison between different perspectives from two fields of practice, and 3) the broad sample of patients with BPD constituting those with diverse backgrounds in age, work history and treatment history. The study, however, also has limitations. First, snowballing was used to include eligible participants, which might have led to selection bias. Second, it is conceivable that patients with a less favorable attitude towards employment were not interested in participating, leading to an overestimation of the perceived importance of employment in BPD (especially since we had little information about non-responders). Third, patients from the present study represent a selective group of BPD patients that are in specialized treatment programs for BPD. A significant portion of BPD patients are not in treatment [6, 70] . Clearly, our results do not generalize to all individuals with BPD. Fourth, we did not study the interplay between patients and both professionals groups, which would have extended our findings. However, from this first explorative study we found that perspectives diverged. Therefore, future research could study the interplay between patient and professional (dyads) in a multiple case study design. Fifth, the perspectives of employers were not explored which causes the results to be relatively less applicable to the pathway of maintaining employment. Sixth and finally, most patients with BPD in the present study also had other mental disorders, that by themselves have been shown to impair employment. Likewise, comorbidity of BPD with affective disorders was found to increase occupational impairment [18] . Although during the interviews we consistently aimed to distinguish the barriers and facilitators originating from BPD from those originating from possible comorbid disorders, we cannot completely disentangle them in this study. In addition, severity of BPD has been argued to be a determinant of impairment in occupational functioning [71, 72] .
Conclusions and implications for practice and further research
The identified barriers and facilitators guide future research into employment in BPD and suggest that support to employment in individuals with BPD can be enhanced. The present findings clearly suggest that diminishing symptoms, examining stigma and increasing support to employment could serve as starting points for future research. Most identified facilitators correspond to important elements of evidence-based support programs to employment, such as IPS. These programs have a patient-centered approach and integrate mental health and vocational services [63] . Studying the effectiveness of IPS, which so far has been primarily examined in the context of severe mental illness in general [73] [74] [75] [76] , may be a promising first step. In studying support to employment for BPD, key elements should be 1) acknowledging a potential divergent perspective in professionals and patients about suitability of pursued employment, and 2) examining the role of stigma and disclosure in the pathway of gaining and maintaining employment for patients with BPD. 
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